The purpose of the study was to identify both demographic and neuromuscular traits that characterize successful or unsuccessful adaptation to resistance training in older women. Twelve, older women underwent electrically evoked muscle twitches for the knee extensors; and performed maximal, voluntary, isometric knee extensions, followed by eight weeks of resistance training. Prior to training nonresponders had 67% higher twitch peak torque than responders (0.29 ± 0.05 vs. 0.18 ± 0.06 Nm·kg −1 respectively), 64% higher twitch rate of torque development (RTD) (3.96 ± 0.47 vs. 2.42 ± 0.62 Nm·s −1 ·kg −1 ), 51% higher voluntary peak torque (1.86 ± 0.40 vs. 1.23 ± 0.33 Nm·kg −1 ), 101% greater RTD (9.43 ± 1.52 vs. 4.70 ± 2.40 Nm·s −1 ·kg −1 ), 86% greater impulse (0.13 ± 0.01 vs. 0.07 ± 0.03 Nm·s·kg −1 ) and 27% faster motor time (80 ± 13 vs. 109 ± 34 ms), (all P < 0.05). Following training, responders showed an 11% increase in twitch peak torque over baseline (0.18 ± 0.06 to 0.20 ± 0.05 Nm·kg −1 ), 15% increase in voluntary peak torque (1.23 ± 0.33 to 1.41 ± 0.36 Nm·kg −1 ), 47% increase in RTD (4.70 ± 2.40 to 6.93 ± 2.02 Nm·s −1 ·kg −1 ), 43% increase in impulse (0.07 ± 0.03 to 0.10 ± 0.04 Nm·s·kg −1 ), and 26% increase in rate of EMG rise (886 ± 214 to 1116 ± 102 % pEMG·s −1 ) (all P < 0.05). Initially higher muscle mass and contractility, coupled with greater neural drive, likely explains why older women with good muscle performance seem to have a lower capacity for improvement than women with low initial levels of performance.
Introduction
Muscular power and rate of joint torque development (RTD) are two closely related variables that are associated with functional ability in older individuals and have been shown to decline with age [4, 12, 28] . Preserving or improving older adults' capacity to rapidly generate muscle force through physical training is an important and widespread therapeutic practice with the goal of maintaining independence, mobility, and reducing fall risk. The efficacy of resistance training to increase the rate of muscle force development, and subsequently the rate of joint torque development, appears to vary across studies with some showing marked improvements [6, 7, 19] while others show little or no effect [9, 15, 26] . Disparities between studies may be due to a number of methodological factors including the sample chosen, muscle group studied, duration of the training intervention, contraction type (e.g. lengthening, shortening, or isometric), velocity of contraction, and total work performed during training.
Studies showing improved muscle power and rate of force development include those by Earles et al. [6] , Ferri et al. [7] , and Newton et al. [19] . Earles et al. [6] compared a self-paced walking program to high-velocity lower extremity resistance exercise in older men and women demonstrating a 22% increase in leg press power in the power training group (273 ± 115 to 337 ± 156 W) with no improvement seen in those in the walking group (277 ± 70 to 256 ± 88 W). In response to traditional resistance training using machine-based leg press and calf raise exercises, Ferri et al. [7] showed a 24.1 ± 6.3% increase in power for the knee extensors and a 33.1± 10.9% increase in plantar flexor power in older men. Also studying men, Newton et al. [19] had participants perform squat, knee extension, and knee flexion exercises three days per week for ten weeks. They noted that older men significantly increased power during squat jumps by 7-36% across a variety of loads.
In contrast to these studies showing the ability of older adults to gain power with resistance training, a number of other studies have shown limited gains following training. Skelton et al. [26] reported a wide-ranging response to resistance training for leg extensor power in older women. Despite an 18% increase in power in trained subjects (61.7 ± 23.0 to 79.3 ± 18.7 W), the improvement was not statistically different from non-training controls (4% increase from 69.8 ± 31.4 to 71.2 ± 31.4 W) likely due to a high degree of variation in the training response. Hakkinen et al. showed no effect of resistance training on muscle rate of force development (RFD) in older men reporting that the initial RFD (2819 ± 398 N·s −1 ) was unaltered by 10 weeks of resistance training despite a 17% increase in maximal isometric knee extension force (976 ± 168 to 1132 ± 218 N) [9] . A recently completed investigation in our laboratory [15] showed only modest improvements in knee extensor RTD in older women in response to resistance exercise. Specifically, those that performed an eight-week isokinetic strength and power training program demonstrated improved RTD (+9%, from 7.17 ± 0.89 to 7.83 ± 0.69 Nm·s −1 ·kg −1 ) that was not different from non-training controls (+8%, from 6.24 ± 0.80 to 6.73 ± 0.73 Nm·s −1 ·kg −1 ) and was significantly less than seen in young subjects (+34%, from 9.13 ± 0.92 to 12.27 ± 0.87 Nm·s −1 ·kg −1 ). The response to training was highly variable across older participants with training-induced changes in RTD ranging from −27% to +142%. This paper is a continued analysis of that project that attempts to explain the variation in the training response.
Therefore, the purpose of this study was to identify both demographic and neuromuscular subject traits that characterized the successful or unsuccessful adaptation to resistance training in older women. The variable gains in the rate of muscle force development between individuals and across studies questions the role of gender as a modifier of strength and power gains and what demographic, neuromuscular, experiential, and physiological factors influence older adults' response to resistance training. This research is important in that it may be used to develop strength and power training protocols that are effective for a wider range of older adults. The author hypothesized that age, training history, prevalence of disease (e.g. heart disease, diabetes), and baseline nervous and muscular performance are likely predictors of gains in joint RTD following training.
Methods

Participants
This study was performed on twelve, independent, older women (73.0 ± 7.2 yr, Table 1 ) with unrestricted mobility who underwent eight weeks of isokinetic resistance training designed to increase maximal strength and power. To document activity level, a historical activity interview was used to estimate the average volume of physical activity for the previous ten years and was reported in MET · hours · week −1 [2, 13] . This method of quantifying the volume of physical activity has been validated for use in elderly women [29] . Additionally, participants completed a questionnaire to determine the prevalence of heart disease, cerebral vascular accident, hypertension, osteoporosis, arthritis, joint replacement, ligamentous injury, diabetes, peripheral vascular disease, peripheral neuropathy, and prescription medication use. Each participant's current prevalence of each condition was recorded (has = 1, does not have = 0) and the number of reported health complications for each participant was totaled as a global measure of health status (score of 0 = best health, score of 11 = worst health). The project, including its risks and benefits, was explained to the participants who gave their written informed consent. Institutional Review Board approval for research involving human subjects was secured from the college's Human Subjects Institutional Review Board.
Procedures
Prior to the completion of eight weeks of isokinetic resistance training for the knee extensors (described below), and following a familiarization day where participants practiced the reaction task and maximal voluntary contractions, each participant underwent an analysis of her current level of neuromuscular function. This assessment included measures of: electrically evoked twitch torque, twitch RTD, and twitch rate of relaxation; as well as measures of total reaction time, premotor time, motor time, voluntary peak muscle torque, voluntary RTD, contractile impulse, the rate and magnitude of nervous activation of muscle, and antagonist coactivation. The women then completed eight weeks of resistance training, and all measures were repeated following training.
Electrically evoked muscle twitch
To record knee extensor torque, a HUMAC Norm Isokinetic Dynamometer (CSMI, Stoughton, Massachusetts, USA) was integrated with a BIOPAC MP30 data acquisition system (Goleta, California, USA). Participants were fitted to the dynamometer in a seated position with a hip angle of 90 degrees and knee angle of 105 degrees (full knee extension equal to 180 degrees). Prior to muscle stimulation, the area over the medial aspect of the dominant thigh was cleaned and two 7 × 12.7 cm stimulating electrodes (Chattanooga Group, Hixson, TN, USA) were applied 10 and 25 cm proximal to the distal insertion of the quadriceps tendon centered over the rectus femoris muscle. To assess muscle function independent of nervous innervation, a Digitimer DS7AH muscle stimulator was used (Digitimer Ltd, Hertfordshire, England) to elicit electrically evoked muscle twitches beginning with a single square wave pulse of 200 μs in duration at 400 v and 0.1 amp, and was increased by 0.1 amp until a plateau occurred in the twitch torque. The single pulse reduced the subject discomfort associated with tetanic contractions but elicited submaximal muscle forces. Therefore all electrically evoked twitch torques are reported as peak instead of maximal. Force data were sampled at 1 kHz from the analog-out auxiliary port of the dynamometer, low-pass filtered (30Hz) and smoothed using a 50 sample moving average.
Reaction task
Participants remained in the same position on the dynamometer following muscle stimulation and were asked to perform a maximal voluntary isometric knee extension as quickly as possible following a visual stimulus. The surface electromyogram (EMG) and knee extensor torque were recorded simultaneously with an event marker corresponding to the visual stimulus. Disposable, 1 cm in diameter, silver silver-chloride, wet gel electrodes (Vermed, Inc., Bellows Falls, Vermont, USA) were placed over the medial aspect of the rectus femoris and biceps femoris muscles 10 cm proximal to their insertions with an inter-electrode distance of 20 mm. A grounding electrode was placed over the proximal head of the fibula. EMGs from both the quadriceps and hamstring muscle groups were sampled at 1 kHz, band-pass filtered (30-500 Hz), and smoothed using a 250 sample moving average using data acquisition software (BIOPAC Pro software, Goleta, California, USA). Force data were recorded as per the electrically evoked contractions. Each participant performed four contractions, each lasting approximately two seconds, and the mean scores for the last three trials were used for analysis. Participants rested for 60 seconds between trials.
Data processing
BIOPAC Pro software (Goleta, California, USA) was used to calculate dependent measures offline. RTD for both the electrically evoked twitch and the reaction task was computed by taking the peak in the instantaneous rate of change of the torque-time curve in which the rate of change was calculated over overlapping, 50-point segments. Peak torque for both the electrically evoked twitch and reaction task was recorded as the greatest torque achieved. The maximal rate of relaxation for the electrically evoked twitch was calculated by taking the minimum value in the instantaneous rate of change of the torque-time curve in which the rate of change was calculated over overlapping, 50-point segments. For the voluntary contractions, the contractile impulse from the onset of force production until 200 ms was obtained by integrating the torque-time curve over this period. Reaction time was defined as the time between the visual stimulus and the beginning of force production. Premotor time was defined as the time between the stimulus and the beginning of the EMG burst. Motor time was defined as the time between the beginning of the EMG burst and the beginning of force development.
The measures of neural stimulation were taken from surface EMGs. Rate of EMG rise was measured as the peak in the instantaneous rate of change of the EMG-time curve in which the rate of change was calculated from overlapping 50 point segments. It was normalized to the EMG seen at peak torque (pEMG) and expressed as percent of pEMG per second. The magnitude of neural stimulation at the onset of contraction was computed as peak EMG amplitude from the upslope of the force vs. time curve and was also normalized to pEMG and expressed as a percentage. To assess the level of coactivation of the antagonist muscle group, the peak EMG amplitude from the hamstring muscle group was recorded during the knee extension task. It was then normalized to the peak EMG amplitude of a maximal voluntary isometric contraction of the hamstrings recorded prior to the knee extension trials.
Training
Subjects performed eight weeks of explosive isokinetic resistance training for the knee extensors at angular velocities of 45 deg·s −1 (low velocity/high load) and 200 deg·s −1 (high velocity / low load). The high load exercise was focused on increasing maximal strength while the high velocity exercise was focused on increasing joint RTD. All training was completed on the isokinetic dynamometer using only shortening contractions. The training was completed at a frequency of three times per week, involved three sets of eight repetitions for each velocity, was performed separately for each leg, and a one-minute rest period was given to the subjects between each set. Although testing was only performed on the dominant leg, training was performed for each leg to prevent the development of strength imbalances over time.
Statistical methods
Following training, the women were separated into responders (R) and nonresponders (NR) based on gains in knee extension RTD following resistance training in comparison to twelve age-matched controls (73.7 ± 4.6 yr). Because improvement in RTD was a focus of the study, since it is strongly tied to functional performance, and because the older women showed a diminished ability to improve RTD in comparison to young [15] , this variable was chosen to distinguish between R and NR. Due to repetition of the strength assessment task, controls improved RTD by 8% at follow up so women in the training group with a change in RTD that was less than controls (< 8%) were classified as NR while those that had a greater change (> 8%) were classified as R. Differences in means between groups for strength, RTD, impulse, timing and magnitude of nervous activation, and subject descriptive variables were assessed using the Kruskal-Wallis Analysis of Variance (ANOVA) test and differences within groups over time were assessed using a Wilcoxon Signed Rank test. These non-parametric tests were chosen because of the inclusion of ordinal scale variables, the small sample size, and a lack of normal distribution for some variables (four of the dependent variables failed the homogeneity of variance test). Statistical significance was set at P < 0.05 for all comparisons.
Results
The efficacy of the resistance training program in comparison to nontraining controls and young women has been previously reported [15] . In this analysis of the variability of the training response in older women, there were no statistically significant differences between R and NR for any of the subject demographics including age, body mass index (BMI), total number of health complications, or the volume of physical activity (Table 1 ). Prior to resistance training, NR exhibited 67% higher knee extension peak twitch torque (0.30 ± 0.05 Nm·kg −1 ) than R (0.18 ± 0.06 Nm·kg −1 , P < 0.05) and 64% higher twitch RTD (3.96 ± 0.47 Nm·s −1 ·kg −1 ) than R (2.42 ± 0.62 Nm·s −1 ·kg −1 , P < 0.05, Fig. 1 ). Although training significantly increased peak twitch torque in R (11%), and reduced the magnitude of the differences between groups, NR still had enhanced muscle twitch performance post-training (Table 2) . Of the reaction time measures, at baseline, only motor time was significantly faster (27%,) in NR (80 ± 13 ms) compared to R (109 ± 34 ms, P < 0.05) with no differences between groups post-training (Table 2 ). Prior to training, for the voluntary force measures, NR had 51% greater knee extension peak torque (1.86 ± 0.40 Nm·kg −1 ) than R (1.23 ± 0.33 Nm·kg −1 ), 101% greater RTD (NR = 9.43 ± 1.52 Nm·s −1 ·kg −1 , R = 4.70 ± 2.40 Nm·s −1 ·kg −1 ) and 86% · higher impulse (NR = 0.13 ± 0.01 Nm·s·kg −1 , R = 0.07 ± 0.03 Nm·s·kg −1 ) (all P < 0.05, Fig. 2 ). Following training, NR exhibited little change in RTD and impulse but R made improvements (47% and 43% respectively), that eliminated the statistical difference between groups for these measures (Table 2) . Similarly, peak torque increased significantly over time in R (15%, P < 0.05) but did not for NR. Both before and after training there were no statistical differences between groups in measures of nervous activation but R experienced a significant increase in rate of EMG rise (26%) while NR had a significant decrease in this variable (−29%) (P < 0.05, Table 2 and Fig. 3 ).
Discussion
This study examined baseline demographic and neuromuscular performance factors that were characteristic of older women who either responded or did not respond well to resistance training exercise. The major identifying aspects were initial muscle twitch performance, voluntary peak torque, RTD, impulse, motor time and nervous drive to the muscle. The NR appear to be high-functioning older women whose initial strength, power, nervous activation and reaction time were similar to reported scores of women 49 years younger [15] . The prevalence of disease, age, anthropometric measures, and the volume or type of reported physical activity were not related to the magnitude of power gains following muscle power training.
It was hypothesized that R would have been in poorer physical condition than NR and that they would be older, have a higher body mass and BMI, would have a greater prevalence of disease, and that they would be less physically active than NR but this was not supported by the results of this study. The responders did demonstrate a trend for greater body mass and BMI that may have influenced the response to training. The role of fat and lean mass in resistance training adaptations should therefore be further studied in a larger sample. There were no differences between groups in the total volume of activity reported nor when separated into strength or aerobic activity despite a nonsignificant trend for greater strength activity in R. Because the activity history was averaged over ten years, it is possible that at the time of the study the NR were engaged in greater levels of physical activity than R. Additionally, the intensity of the reported activity could have varied from the estimates used for analysis and those that performed greater volume or intensity of exercise would likely have gained less from training than their more sedentary counterparts.
Of the reaction time measures, only motor time was significantly different between groups prior to training. The slower motor time exhibited by R is likely indicative of inefficient excitation-contraction coupling including slowed calcium release or reuptake from the sarcoplasmic reticulum and decreased activity of metabolic enzymes such as creatine kinase and actomyosin ATPase [11, 21, 24] . Alternatively, the slower motor time may have been due to reduced musculotendinous stiffness in R as a consequence of a smaller muscle crosssectional area, resulting in less immediate transfer of force from the muscle to the bone [16] .
The electrically evoked muscle twitch offers insight into muscle quantity and quality at the tissue level in the absence of nervous stimulation and its magnitude has been associated with longitudinal changes in muscle cross sectional area [18] . Prior to training, muscle peak twitch torque and twitch RTD were markedly lower in R than in NR suggesting reduced muscle mass or specific force (per kilogram of muscle) in this group (Table 2) . Following training, R experienced an 11% increase in peak twitch torque that narrowed the gap in performance between R and NR for this variable. The well-documented selective atrophy of type II (fast) muscle fibers with aging may explain the initially low levels of twitch peak torque and RTD in the R and the differential response to training between participants [5] . Whether by nutrition, physical activity, or genetics, the non-responding group may have been able to maintain muscle mass, normal fiber type distribution, and muscle physiology enhancing their performance and making them less susceptible to training-induced improvements. Furthermore, the age-related decline in sarcoplasmic reticulum function seen in muscle may have occurred to a greater extent in R than NR [17] . Thus, the improved twitch performance seen in the R may be partially explained by increased sarcoplasmic reticulum volume, enhanced calcium release, as well as by the muscle hypertrophy seen following intense training [10, 20] .
Initially, NR exhibited significantly greater voluntary strength (51% higher than R), RTD (101% higher) and impulse (86% higher), but R were able to mitigate the differences following training. This is of great importance as these measures of strength and power are highly related to the performance of activities of daily living, the maintenance of independence and fall risk, and, this research shows that they are trainable in a low-functioning sample of older women [1, 3, 22, 26, 27] . The diminished muscle twitch performance and motor time seen in R suggest that they had initially lower muscle mass, impaired excitation-contraction coupling, and reduced contraction velocity that help explain the similarly poor performance during voluntary contraction. In contrast, the NR had an initially greater level of muscle performance, equivalent to that of women in the third decade of life, that was not trainable in this study [15] . In fact, when compared to similarly aged women (maximal knee extensor torque ≈ 1.67 Nm·kg −1 ) in a study by Hakkinen et al. [8] , prior to training the NR in this study had greater initial knee extensor torque (1.86 Nm·kg −1 ) whereas the R in this study had lower performance (1.23 Nm·kg −1 ) than Hakkinen's subjects. In comparison to a previous investigation from our laboratory that compared low active elderly women to high active elderly women [14] , the NR in this study had equivalent peak knee extensor torque (1.86 Nm·kg −1 ) and RTD (9.43 Nm·s −1 ·kg −1 ) as older women who were actively training for and partaking in competitive sports (1.82 Nm·kg −1 and 9.4 Nm·s −1 ·kg −1 respectively). At the onset of this investigation, the NR were clearly functioning at a high level and may have experienced a ceiling effect that limited potential gains in strength and power with this particular training protocol. In the study by Hakkinen et al. the women appeared to make the majority of their gains in maximal knee extensor torque in the first eight weeks (same duration as this study) with a plateau in performance from 2 to 6 months. Interestingly, the maximal knee extensor torque seen in that study after six months of training (≈ 2.0 Nm·kg −1 ) was very similar to the peak knee extensor torque seen in our NR after eight weeks of training (1.95 Nm·kg −1 ). Another possible explanation of the lack of response is that as the training program moved from the summer to late fall and winter months, decreased habitual activity may have contributed to the lack of strength and power gains in NR [23] .
The rate of nervous drive to the muscle during the rapid application of force was lower at baseline in the R suggesting lower motor unit recruitment and firing rates prior to training [25] . There were no differences in the level of antagonist coactivation between groups that could explain the lower force and power outputs of the R prior to training or the lack of response to training in NR. Concurrent with increases in strength and power, R demonstrated increased neural drive to the muscle following training that may partially explain the improved muscle performance.
In conclusion, reduced muscle tissue mass and contractility, coupled with reduced neural drive to muscle, likely explain the large deficit in baseline strength and power seen in those that respond well to resistance training. In response to the particular training program used in this study, older women who already possess muscle performance that exceeds that of their peers seem to have a lower capacity for improvement than women who have low initial levels of performance. The resistance training protocol used only shortening (concentric), isokinetic contractions that may have been an insufficient stimulus for the high-functioning women, therefore high-functioning seniors may benefit from more aggressive training programs. Examples may include the use of exercises with a lengthening (eccentric) component; beginning plyometric jumping exercises on a compliant surface; high velocity / low load isotonic exercise using either machine weight, free weight, or wind loaded resistance; or medicine ball exercises focused on explosive power. Following successful completion of a beginning resistance program, high-functioning seniors may also benefit from resistance training that aims to increase peak muscle strength and power by including lower repetition, higher weight exercises. Given proper time for adaptation, correct form and close supervision, healthy, older adults are well equipped to make significant gains in muscle strength and power. Comparison of group means for electrically evoked maximal muscle twitches of the knee extensors, between responders and nonresponders, both before and after muscle power training. Comparison of group means for the rate and magnitude of voluntary knee extensor torque, between responders and nonresponders, both before and after muscle power training. Comparison of the group means for rate and magnitude of nervous activation of the knee extensors, between responders and nonresponders, both before and after muscle power training. Table 2 Differences in electrically evoked muscle contractions, fractionated and total reaction time, voluntary peak torque and power, and nervous activation between responders and nonresponders both before and after training. Values are mean ± SD, * = significant difference between responders and nonresponders at a given time point, † = significant difference within a group over time, both P < 0.05
